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A B S T R A C T
Objective: Care related pain (CRP) is generally under-estimated and rarely studied in rehabilitation as
well as in general medecine. Beliefs about pain inﬂuence psychological distress, adjustment to pain and
physical disability. In this sense, perceptions of CRP could limit recovery. This exploratory study aims to
understand patients’ and caregivers’ subjective perceptions and beliefs about CRP.
Patients and methods: Questionnaires about CRP were submitted to members of the interdisciplinary
team of a rehabilitation hospital and to patients with musculoskeletal complaints (cross-sectional
design). Twenty patients were also individually interviewed (qualitative data). Four topics were
addressed: frequency of CRP, situations and procedures causing CRP, beliefs about CRP and means used
to deal with CRP.
Results: Seventy-ﬁve caregivers and 50 patients replied to the questionnaire. CRP is a very common
experience in rehabilitation and it is recognized by both groups. Generally, the situations causing CRP
reﬂect the speciﬁcity of rehabilitation (mobilization. . .) and are similarly perceived by patients and
caregivers, with patients considering them as more painful. Beliefs about CRP are clearly different from
those usually associated with pain. Both groups point out the utilitarian and the inevitable character of
CRP. They differ on that, that patients had a more positive view about CRP. They associate it more often
with progress and see it as acceptable at least until a certain limit. They are also able to perceive the
richness of means used by physiotherapists to help them coping with CRP.
Conclusion: Our data may suggest new keys to motivate patient to be active in rehabilitation for example
in choosing carefully arguments or words which may ﬁt theirs’ beliefs about CRP, or in using various
means to manage CRP. Promoting the use of relational competences with chronic pain patients and of a
patient-centred approach may also be a concern in training caregivers.
 2014 Elsevier Masson SAS. All rights reserved.
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In painful medical situations, treatments are targeted to reduce
pain. However, care and medical procedures may also produce the
so-called ‘‘care related pain’’ (CRP) [8,22–24,26,31] which is rarely
studied in adult medicine, with the exception of surgery and
oncology. Moreover, only the impacts of speciﬁc interventions
known to be painful were generally investigated [16,18,19]. Few
studies have pointed out that several routine procedures are major* Corresponding author. Tel.: +41 27 603 24 75; fax: +41 27 603 30 31.
E-mail address: christine.favre@crr-suva.ch (C. Favre).
http://dx.doi.org/10.1016/j.rehab.2014.08.005
1877-0657/ 2014 Elsevier Masson SAS. All rights reserved.sources of pain. A survey observed that 64% of patients hospitalized
in a French university hospital reported pain during daily care
[22]. Recently, a cross-sectional survey showed that 55% were
concerned by CRP [5]. Mobilization, treatment and clinical
examination were recognized as being responsible for 37% of all
painful situations, for 66% when only severe pain was considered.
Rehabilitation medicine is interested in pain reduction and
improvement of functioning [3] but little data exist on pain
prevalence. This data suggests that nearly 100% of rehabilitation
patients experienced pain [29,31] and especially patients with
musculoskeletal or neurological conditions, the most frequent
reasons for rehabilitation [10,21]. The rehabilitation techniques
may also promote discomfort or pain even though the common
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satisfying for patients [2,11]. For instance, in the Beaudreuil’s study
there was no signiﬁcant CRP during functional rehabilitation for
chronic low back pain [2]. Nevertheless, patients with pain or
antidepressant medication were more numerous at the end of the
study. Surprisingly, as far as we know, none has explored the
prevalence of CRP for example during joint mobilization or gait
training. It could be of paramount importance to improve our
knowledge on CRP as it might be an obstacle for progression. Pain is
also a cognitive and affective process. Cognitive-behavioral
approach shows that beliefs play an important role in adjustment
to pain [13–15,28,32,33]. Catastrophization and fear–related pain
may diminish the patient’s ability to cope and to take off pain from
his mind [6,30]. They may lead to avoidance of movement and
reinforce the vicious circle pain-disconditionning-distress
[9,33]. Furthermore, caregivers have difﬁculties in estimating
pain [27] and their own pain beliefs inﬂuence their prescriptions
and recommendations [4,7,20]. To our knowledge, only one
qualitative study [1] compares patients’ and caregivers’ beliefs
about CRP (in 12, respectively 14 subjects) and found different
views: patients’ perception is not homogenous including negative
and positive vision. Caregivers’ perception more often emphasizes
the positive dimension.
Our interest in CRP was motivated by our clinical experience in
daily practice. Asking patient to move or to make some exercise
despite pain requires to be able to explain the reasons and to talk
about this kind of pain caused by treatment. The way to deal with it
depends on caregivers’ beliefs as well as patients’ ones. The aim of
this pilot survey was to identify the subjective perceptions of
patients and caregivers about CRP, such as its frequency, situations
causing it, beliefs and helpful means to manage it.
2. Methods
This study was realized in a tertiary rehabilitation hospital
specialized in treatment of persistent impairments after trauma.
Most of our inpatients were blue collar workers and took part in a
rehabilitation program after work, leisure or trafﬁc accidents. All
the caregivers of the interdisciplinary team (medical doctors,
physiotherapists/occupational therapists, nurses) and 53 patients
hospitalized for musculoskeletal trauma, since at least 2 weeks,
received a questionnaire about care related pain (CRP). OnlyTable 1
Method summary. This table presents the aspects addressed for each of the four topi
questioning between patients and caregivers. For example, patients evaluated less tec
patients’ beliefs, we referred to the speciﬁc context of physiotherapy in order to facilit
Patient 
Topic 1: frequency of CRP
Frequency of CRP Multiple choice: always
Pain
Actual, tolerated EVA (1–100 mm)
Anticipation of CRP
Problems with CRP Multiple choice: yes, no
Topic 2: situations and procedures causing CRP 15 techniques 
Evaluation of techniques and procedure inducing CRP Multiple choice: yes, no
Topic 3: beliefs about CRP Context of physiotherap
Arguments used to explain CRP Are CRP normal, necess
not severe?
Multiple choice: yes, no
Open question: why? 
Topic 4: means useful to manage CRP Context of physiotherap
Evaluation of tools and techniques Open question: what do
for helping you to deal 
most useful for you in t
CRP: care related pain.chronic pain patients were included. Patients with somatoform
disorder and/or lesion of the central nervous system as well as
patients who were not ﬂuent in French were excluded (the hospital
is located in the French part of Switzerland). Due to the exploratory
characteristic of the study and due to the lack of data in the
literature or preliminary results, it was not possible to calculate the
sample size but we care for having a representative sample of our
population [12].
Two questionnaires, one for patients and one for caregivers,
were built for this survey, inspired by the few existing data. They
address the same topics but differ in the way in which questions
and answers are presented. This choice is linked to our interest in
grasping as much as possible everyone’s experience. Caregivers, as
experts, refer to a scientiﬁc knowledge, use a technical language,
are used to reﬂect on their work. Patients have above all a practical
knowledge coming from the exercise done in rehabilitation. The
questionnaires were composed of multiple choice questions and of
open questions. A summary of the two questionnaires is presented
in Table 1. To get more information from them, we also conducted
an individually semi-structured interview with 20 patients
essentially based on the open questions. Interwiews were recorded
and transcripted and a content analysis was made [25]. The
preliminary analysis of the data was used to determine the
saturation. The choice of individual semi-structured interview was
based on two reasons. Firstly, the research question was already
focused on a precise point (i.e. care related pain) and secondly
individual interview are designed to address a larger panel of
information than focus group, which was an advantage for this
exploratory research. The questionnaires explore subjects’ subjec-
tive perceptions on four topics: frequency of CRP, situations and
procedures causing CRP, beliefs about CRP, means used to deal
with CRP. Three topics, frequency, beliefs about CRP and means
used to deal with CRP include open question. For the ﬁrst topic, the
frequency of CRP, the subjects had to estimate the extent to which
they were confronting to it on a 4-point Likert scale (always - often
- sometimes - never). Caregivers were also asked whether they
consider CRP as a problem for their practice (yes, no, partly); if yes,
of which kind (open question). Patients were asked about their
actual level of pain (EVA 0–100 mm), about the pain they could
tolerate (EVA 0–100 mm), and about their anticipations of CRP in
rehabilitation (yes, no, yes but not so much). For the second topic,
situations and procedures causing CRP, caregivers evaluatedcs as well as the questions asked. It points out the similarities and differences of
hniques than caregivers (patients do not know technics as such). When assessing
ate access to the concrete experience.
Caregiver
, often, sometimes, never Multiple choice: always, often, sometimes, never
, yes but not so much Multiple choice: yes, no, partly
Open question: which one?
29 techniques
, I don’t know Multiple choice: always, often, sometimes, never
y General context
ary, useful, acceptable, Are CRP normal, necessary, useful, acceptable,
not severe?
 Multiple choice: yes, no
Open question: why?
y General context
es your physiotherapist
with CRP? What is the
hese moments?
25 tools and techniques
Multiple choice: yes, no
Open question: describe freely what you do
with the patients when he is suffering of CRP?
Table 3
Means used to deal with care related pain (CRP) submitted to the caregivers’
judgment.
Techniques Relational - communication
Massages
Electrotherapy
Fango
Ice
Stretching
Hot baths
Whirlpool
Shock wave
Breathing
Parafﬁn
Desensitization
Relaxation
Music
Local anesthesia
Ointments–anaesthetic patch
Others?. . .
Explain the CRP
Reinsure
Minimize the importance of this pain
Prevent the patient about the potential pain
Distract the patient
Just say ‘‘it’s hurt’’
Gaze
Say nothing–do nothing
Favor collaboration with the patient
Use the Visual Analog Scale (before-during-after)
Others?. . .
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mobilisation provokes pain? always, often, sometimes, never).
Patients evaluated 15 techniques and responded in terms of yes/
no/i don’t know. Table 2 presents the lists submitted to the two
groups. Beliefs (topic 3) and means used to deal with CRP (topic 4)
were introduced differently to the patients and the caregivers. To
the patients, we suggested to imagine a speciﬁc context with the
following instruction: ‘‘Imagine now that you are in physiotherapy
and your physiotherapist asks you to do something which causes
pain’’, and then we present the questions. The reason is that it is not
so easy for them to distinguish pain from care related pain. Putting
the patient in a very concrete situation may facilitate the
accessibility to the experience. In rehabilitation, all patients are
followed in physiotherapy; this motivates the choice of the
context. For the third topic, beliefs, caregivers and patients were
asked to judge in terms of yes/no whether CRP are normal, severe,
acceptable, useful and necessary and then to argue their answers.
These adjectives are frequently used when talking about CRP and
commonly used one for each other. The fourth topic, means used to
deal with CRP, was addressed differently for the two groups.
Patients answered open questions such as ‘‘what can the
physiotherapist do to help you cope with CRP?’’, ‘‘What is the
most useful for you in these moments?’’ Caregivers evaluate, in
terms of yes/no, the usefulness of 25 technical or relational means
(technical means are fango, massages. . ., relational means are
reassurance, distraction. . .) to help the patient to tolerate CRP.
Table 3 presents the list submitted. Then, they freely described
their favourite means.
Qualitative analysis was used with answers to open question (in
questionnaire or in interviews) in order to ﬁnd categories of
arguments [25]. Content analysis was made by two independent
researchers (CF and RH). In case of disagreement, a consensus was
found between them. The process of deriving the themes was
inductive. Descriptive statistics on these data were used to analyzeTable 2
Situations and procedures causing care related pain (CRP) submitted to caregivers’
and patients’ judgment.
Caregivers Patients
Splints or brace confection
Muscle strengthening
Tracheal aspiration
Physiotherapy/cccupational
therapy assessment
Postures
Installation in bed
Ulcers, wounds debridment
Mobilisation–manuel therapies
Injections - blood samples
Fango
Vibralgic
Intermittants bladder catheterism
Whirlpool
Strechting
Dressing–undressing
Skintonic
Parafﬁn
Weight bearing
Rectal examination
Ultrasounds
Electrotherapy
Transfers
Shock wave
X-ray examination
Walking
Dressing changes
Ice
Massage–drainage
Medical examination
Making stretching
Dressing changes
Inﬁltrations
Taking medication
Making moving the
injured part of the body
Maintening a posture
X-ray examination
Walking
Making exercices
Pressing on the injured
part of the body
Installations or position
changes in bed or in chair
Injections
Inserting or removing a
catheter (urinary for example)
Electromyography
(examination of the neurologist
using small needles in legs
or in arms)differences in frequencies (contingency tables; Chi2). Analyses
were done with Stata version 11.0 (College Station, Texas
77845 USA). The protocol was approved by the ethics committee
of the local medical association (January 2006) and the data were
processed in accordance with the ethical principles of the
Declaration of Helsinki.
3. Results
On the 110 questionnaires distributed to the members of the
interdisciplinary team, 75 (68%) were returned (16 doctors (73%),
32 physiotherapists/occupational therapists (73%) and 27 nurses/
61%). During the period of inclusion of one month, 53 patients
received the questionnaire and 50 returned it (42 men and
8 women, mean age 44 years, 48% lower limb, 30% upper limb, 22%
low back pain). The average current pain was of 40  23 mm on a
100 mm Visual Analogic Scale (VAS). The median duration of pain was
eight months from the accident to the hospitalisation and the work
injury rate was 40%. This sample ﬁts the usual population hospitalized
in our Clinic [12].
3.1. Frequency of CRP
The majority of caregivers and patients recognize having
experienced CRP, sometimes or often (Fig. 1). Three quarters of
caregivers saw CRP as a problem. The kind of problems, given by a
content analysis, shows that 31% felt limited by CRP in their
intervention and 45% said that CRP faced them with the dilemma
‘‘to treat - to provoke pain’’. To deal with this dilemma, 37% of
caregivers recalled the meaning of their job and 41% talked about
this with the patient. Most of the patients (82%) had anticipated
having CRP in rehabilitation. They assessed their current pain at
40  23 mm (SD) in average on a 100 mm-VAS and thought to tolerate
a pain of 66  21 mm in average.
3.2. Situations and procedures causing CRP
Overall, patients and caregivers assessed the sources of CRP in a
similar way (Table 4). However, caregivers were more sensitive to
procedures and medical acts as source of pain (injections,
intermittents bladder catheterism) and tended to overlook the
impact of daily activities (installation in bed, dressing. . .) on pain.
Typical exercises of rehabilitation such as muscular strength
exercises, mobilization, walking. . . were seen more painful by
Never
8%
Somem es 
59%
Oen 31%
Always
1%
Always 
10%
Oen 38%
Somem es 
50%
Never 
2%
PatientsCaregivers
Fig. 1. Caregivers and patients’ perceptions of the frequency of care related pain
(CRP).
Table 5
Proportion of caregivers and patients considering care related pain as normal, not
severe, acceptable, useful and necessary (based on yes/no answer).
n Normal Not severe Acceptable Useful Necessary
Caregivers 55 64% 33% 91% 47% 24%
Patients 37 78% 16% 92% 62% 68%
P 0.167 0.093 1.000 0.202 0.001
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was a good agreement.
3.3. Beliefs about CRP
Quantitative data show that adjectives used to describe CRP
were not perceived in the same way. Patients and caregivers
perceived CRP as normal, acceptable, not severe and more or less
useful. Patients signiﬁcantly more than caregivers found it
necessary (Table 5). How patients and caregivers do justify CRP?
Qualitative analysis of open question revealed six categories of
arguments: - CRP allows progress; it is like ‘‘no pain, no gain’’.
Patients’ example: ‘‘One should surpass the pain to move forward.
One should have pain to move on, otherwise there is no progress’’.
CRP is necessary for speciﬁc reasons: it is to stimulate and recover
the muscles. To unblock because everything is blocked. Caregivers’
example: ‘‘Some gestures need to be done to progress in
rehabilitation; for an amplitude gain, there is often no other
choice than to stretch the joint’’. - In a more general sense, CRP is
helpful for recovery. This argument is given only by patients. For
example, ‘‘I know it’s for my own good. There is no rehabilitation
without pain. I know it and I accept it well, I hope it heals’’. - CRP is
an inevitable step in the rehabilitation process. Patients’ example:
‘‘This is a cape to pass; one must go through it to healing. I know
very well that if we don’t stretch it to try to recover the bending,
nothing will happen’’. Caregivers’ example: ‘‘When you mobilize aTable 4
Situations and procedures causing care related pain (CRP). The 10 techniques are
ranked according to the perceptions of caregivers and patients about the pain they
cause.
Patients Caregivers
1 Muscle strengthening Injections - blood samples
2 Mobilisation–manuel therapies Weight bearing
3 Weight bearing Muscle strengthening
4 Strechting Mobilisation–manuel therapies
5 Installation in bed Intermittants bladder catheterism
6 Walking Stretching
7 Dressing–undressing Walking
8 Intermittants bladder catheterism Installation in bed
9 Injections - blood samples Dressing–undressing
10 X-ray examination X-ray examinationjoint that has been resting for a certain duration, the onset of pain
seems logical’’. - CRP has a transient character. Caregivers’
example: ‘‘In principle this pain does not last and does not
persist’’. - CRP come from the fact that you touch an already injured
part. Patients’ example: ‘‘Because we work on it, we work on the
area where I have pain. Caregivers’ example: ‘‘Injured or bruised
body parts are already painful’’. - CRP provides useful clinical
information. Caregivers’ example: ‘‘Useful especially to assess
whether we have stimulated the good structures and useful to let
us know whether to increase or decrease the intensity of the
treatment or to change it’’. We then calculate the frequency of
these arguments in the two groups (Table 6) in terms of
percentage. The comparison between the two groups show that
75% of patients pointed out the purpose of the treatment and the
role of CRP for progress and recovery. Half of the caregivers
underlined their inevitable character. In their comments, a third of
patients and caregivers pointed out that if CRP is acceptable, it is
under a given threshold, as this patient said: ‘‘Pain is like a brake,
one could overcome surpass it in reasonable limits. . . if it becomes
truly unsustainable, one stops. I accept pain in a limit but I know
well until where I can accept’’.
3.4. Means used to deal with CRP
The techniques recognized by caregivers to manage CRP were
diverse. All of them were not considered in the same way.
Massages, ointments and anaesthitc patchs, breathing and ice are
used by more than 50% of caregivers, desensitization, stretching,
hot baths, fango, relaxation by 30% to 50% of them and, whirlpool,
parfﬁn, electrotherapy, local anaesthesia, music by less than 30%.
When, in open question, they were asked to say what they did to
help the patient overcome CRP (Fig. 2), 87% of caregivers
mentioned in priority the triad ‘‘explain-prevent-reassure’’, 33%
mentioned collaborative dialogue and 24% passive techniques.
Only 15% evoked empathy. Patients, on their side, perceived very
well the richness of the means of physiotherapists: 46% pointed
out the way to adjust the exercises (the physiotherapist decreases
the number of series, the weight, he proposes another exercise),
46% mentioned also the explanations and reinsurance especially if
they provide concrete evidence (he explains why he does this, he
tells me that this may painful). They also note that therapists
promote collaborative dialogue and seek for feedback (36%)Table 6
Arguments used for justifying care related pain (CRP) and % of subjects mentioning
each argument.
Patients Caregivers
n = 39/50 n = 51/75 P
CRP brings information 0% 30% 0.001
CRP is transitional 0% 23% 0.001
CRP is an unavoidable step 26% 53% 0.010
It is for progress 43% 33% 0.383
It is for my own good 33% 0% 0.001
It is already an injured site 23% 7% 0.067
Mean number of arguments/subject 1.25 1.62
Explain
prevent
46%
Adjust exercice
46%
Collabore
36%
Motivate
34%
Passive techniques
30%
Empathize
28%
Distract   18 %
Advice for reli ef  16 %
87%
5%
2%
33%
24%
13%
5%
Patient’s perception Professional ’s perception
Fig. 2. Percentage of patients and caregivers who mentioned the different means
useful for managing care related pain (CRP). The average number of means cited per
patient is 2.21, per caregivers 1.89.
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motivating them (34%) (it shows me the progress I make, account
and with me. . .), use passive techniques (30%) (massage, ice. . .) and
show understanding and empathy (28%) (he sees that I have pain).
To a lesser extent, they try to distract the patient from the pain
(18%) (he makes me think of something else, he makes me
laugh. . .). Sometimes after exercises, therapists offer something
softer as a soft massage or gave advice to attenuate pain; patients
added they would have received more of this.
4. Discussion
CRP is a common experience in rehabilitation. In our study,
patients as well as caregivers recognise it as a problem. The
perception of CRP frequency is high (nearly 100%) and corre-
sponds to those found in previous studies in other areas of
medicine [5,8]. The situations or procedures causing CRP as they
are perceived by patients and caregivers reﬂect the speciﬁcity of
rehabilitation: mobilization, muscle strengthening exercises,
walking etc. but except for weight bearing, patients tend to
evaluate them as more painful than caregivers. Patients alsojudged daily activities such as dressing or transfers more painful
than caregivers as it was already found in previous researches
[23,24]. These results differ from those of Alami and Beaudreuil. In
Alami et al. study [1] caregivers tend to minimise CRP. In their
study assessing CRP during a rehabilitation program, Beaudreuil
et al. [2] show no signiﬁcant CRP during it, but they point out an
increase in medication intake. They however do not ask for
patient’s or caregiver’s perception of CRP. Concerning beliefs
about CRP, our results show that they are clearly different from
those usually associated with pain (i.e. a signal that something is
wrong). Patients and caregivers emphasize the utilitarian and
inevitable character of CRP referring to the nature itself of
rehabilitation. However, beyond this agreement, patients often
have a positive belief about CRP linked to progress and recovery. In
Alami et al.’s study, patients [1] show a more ambivalent vision of
CRP. This may be due to contextual and cultural factors. Patients
also trust their therapist and are ready to accept CRP up to a
reasonable limit. This notion of limit, also observed by Alami et al.
[1], may be seen as the expression of the patient’s tolerance to CRP
and of his willingness to confront pain in order to recover. In this
sense, talking about this may serve as reference point when
negotiating exercises. In our study, caregivers are less unanimous
and more ambivalent in their perceptions of CRP. They judge it
unuseful and unnecessary. The meaning attributed to CRP differs
between the two groups. Patients emphasize the aspect of
progress and healing, caregivers, the inevitable and transient
character of CRP. They also have a rich and differentiated
perception of the means used by physiotherapists to help them
coping with CRP. They underline the activity modulation, the
passive techniques etc. and they are especially aware of the
diversity of physiotherapists’ relational skills such as explaining,
preventing, negotiating, motivating, entertaining, showing em-
pathy etc. Caregivers’ perception of what they do to help patients,
mainly stresses explaining, negotiating and using passive
techniques.
What can we say about these differences? They may reﬂect the
non-symmetric roles of being a patient or a caregiver: the patient
already has pain and is in rehabilitation with the hope of recovery;
the caregiver has the role of giving care and treat pain. The patient
depends on the caregiver. He better has to be conﬁdent in his
therapist’s expertise. He may be inﬂuenced by cultural beliefs on
suffering such as ‘‘one get nothing without anything’’ as it is also
mentioned by Alami et al. [1]. The caregiver has to cope with the
fact to provoke pain since its role is to treat and his difﬁculty to
ﬁnd the right word to express the inevitability of such pain may
reﬂect this dilemma. He may still be inﬂuenced by the power of
the biomedical belief that pain is an alert signal and feel doubts
about the meaning of CRP. Studies on low back pain show that
caregivers’ beliefs about fear-avoidance are similar to those of
patients. Caregivers with high fear-avoidance belief are more
prone to recommend avoidance of activity [4,7,20]. The caregiver
is also concerned with the fear of losing the patient’s conﬁdence if
the amount of pain surpasses that of progresses [1,11] or if the
ratio ‘‘activity/pain’’ and ‘‘time for relief after therapy’’ is too
unbalanced. Our caregivers point out the lack of training on pain
and in particular on CRP, this in basic training as well as in
continuous training. What can we do with these differences? They
may induce misunderstandings, communicational difﬁculties and
lost of conﬁdence in each other. As we have seen, a same word or
the same explanation does not have the same meaning for
everybody. A ﬁrst step would be to improve our practice through
better education of caregivers. Our data make us aware of three
points:
 the way of talking about CRP: - what words to use? All adjectives
do not have the same value and none makes unanimity. Verifying
C. Favre et al. / Annals of Physical and Rehabilitation Medicine 58 (2015) 132–138 137the patient’s understanding may be helpful; - what explanations
to give? Simply say that CRP is normal, may be insufﬁcient for
some patients. Stressing the links with progress or giving a
speciﬁc explanation related to the mobilization of the injured
area [17] may ﬁt better patient’s expectancies;
 the importance of individualizing our explanations according
to the patient’s personal point of view and language but also to
his needs in explanations. Some patients like to and need
detailed explanations; others are satisﬁed with general
explanations;
 helping the patient dealing with CRP: our data show that patients
perceive very ﬁnely the therapist’s means to help them. It is like if
they know what works for them.
They stress the need for more balance between active exercises
and passive techniques for relieving pain after exercise. These
points may be taken as keys to improve patient’s motivation and
commitment in therapy despite CRP. In summary, with chronic
pain patients, relational skills are as well important as technical
ones [17]. Training should address speciﬁcally these compe-
tences.
The lack of research and knowledge in the ﬁeld of CRP and
rehabilitation favoured exploratory studies, aimed ﬁrst to get a
better understanding of patients and caregivers’ perceptions and
to provide new research hypotheses. Nevertheless, our study
presents some limitations: ﬁrstly, we tried to adjust the
questions to each group with two similar but different
questionnaires, making then comparisons more difﬁcult. Sec-
ondly, for the fourth topic, medication was not part of the means
submitted to judgment even if it is known as important to deal
with CRP [2], but our focus was on rehabilitation and relational
techniques. Thirdly, the small sample of subjects who were
interviewed in semi-structured interview. Nevertheless, the
saturation was obtained with 20 patients, probably because of
the well-deﬁned research question. This last point also deter-
mined the choice of individual interview instead of focus group.
In contrast, we did not interviewed caregivers so it was not
possible to proceed to triangulation of data. Fourthly, due to the
small samples, we decided to analyse the quantitative caregivers
data together, without comparing physicians’, therapists’ and
nurses’ answers. Finally, the population is mostly musculoskel-
etal chronic pain patients and with a capacity to express oneself.
Precise functional and psychological status was not assessed. It is
thus difﬁcult to say in which extend these results may be
generalized for other chronic pain conditions or for acute pain
patients.
In conclusion, if patients and caregivers share some ideas about
CRP, they also differ in their perceptions of it. The most surprising
results is the more positive vision of the patients and it richness.
They are aware of the variety of means used by therapist to help
them to cope with CRP, especially the relational means. This
contrasts with the more ambivalent vision of the caregivers who
also point out the lack of training about CRP. Our data may provide
ideas about the ways to exploit the patient’s positive vision in
order to improve the treatment and training of caregivers. In the
light of our results, training should emphasize a patient-centred
approach and promote the use of relational competences with
chronic pain patients.
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